Genetic testing revealed the patient was homozygous (TT) for the C677T polymorphism of methylenetetrahydrofolate (MTHFR).
QUESTIONS
(1) Which conditions should be excluded before making a diagnosis of Buerger's disease? There was a history suggestive of steatorrhoea, polyuria, and polydipsia of eight years' duration. On general examination she had pulse rate of 80 beats/min, blood pressure 124/80 mm Hg, and there was no postural hypotension. Her height was 130 cm, weight 28 kg, body mass index 17 kg/m 2 , waist circumference (W) 25 cm, hip circumference (H) 27 cm, and her W/H ratio was 0.9. There was pitting pedal oedema and loss of skinfold thickness. Systemic examinations including ophthalmoscopic examination were normal. Investigations revealed normal complete blood count, fasting blood glucose 11.1 mmol/l, postprandial blood glucose 14.2 mmol/l, and glycated haemoglobin was 10%. Her serum protein was 50 g/l and corrected serum calcium as well as lipid profile was normal. There was no evidence of ketonuria or microalbuminuria. A plain radiograph of the abdomen showed radio-opaque shadow at the level of right side of first lumbar vertebra. Contrast enhanced computed tomography of the abdomen was done and was abnormal (fig 1) .
(1) What is the diagnosis? A 15 year old boy presented with a four month history of intermittent claudication of right calf at 500 yards, which gradually got worse and he subsequently developed numbness and discoloration of the right foot. He was a non-smoker, non-diabetic, and there was no history of cardiovascular, respiratory, or haematological disorders. There was no history of trauma, burns, or radiotherapy. His height was 1.88 m and weight 92.4 kg (body mass index = 26). On examination he was normotensive with normal heart sounds and in sinus rhythm with no carotid bruit or aneurysm of the aorta or peripheral arteries. He had a full complement of pulses on the left leg. On the right leg popliteal and foot pulses were not palpable. The right leg was cold below the mid-calf. There was no neurological deficit and no tissue loss. Ankle brachial pressure index of the right dorsalis pedis was 0.28 and left dorsalis pedis was 1. A 35 year old man was admitted with abdominal pain, distension and vomiting for three days, and haematochezia for one day. He was known to have type IV Ehlers-Danlos syndrome, and this had previously caused an intracerebral bleed and spontaneous haemopericardium. He also had a past history of ulcerative colitis controlled by azathioprine. On examination, he was dehydrated, with a temperature of 38°C and pulse of 110 beats/min. The abdomen was distended and diffusely tender, but was not guarded. Blood tests revealed a low white cell count, with normal renal chemistry and coagulation profile. An erect chest radiograph was taken (fig 1) , after which he underwent emergency laparotomy. A postoperative computed tomogram of the abdomen was ordered (fig 2) .
The patient recovered from this operation and stopped bleeding into his retroperitoneum. Seventeen days later, he developed sudden abdominal pain from perforative peritonitis. Relaparotomy revealed a free perforation of the sigmoid colon. Bleeding that necessitated splenectomy and packing complicated the surgery. He was administered fresh frozen plasma, cryoprecipitate, trasylol, tranexamic acid, and vitamin K in an effort to correct the bleeding tendency. The abdominal packs were subsequently removed and the abdomen was closed. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Answers on p 506.

SELF ASSESSMENT QUESTIONS
The patient was weaned off the ventilator, but died nine days after his second laparotomy of an extensive myocardial infarction.
Histology of the excised colon showed attenuation of the muscularis propria with no evidence of active colitis, confirming that the spontaneous perforation was due to Ehlers-Danlos syndrome and not the result of ulcerative colitis.
QUESTIONS
(1) What is seen on the chest radiograph? (2) Comment on the history and computed tomogram. A 16 year old girl was admitted because of low grade fever, headache, and nuchal rigidity. She complained of galactorrhoea during the preceding year and irregular menstruation since menarche at 13 years old.
Physical examination was unremarkable except for the galactorrhoea.
The diagnostic work-up for meningitis was negative. Cranial computed tomography and subsequent magnetic resonance imaging showed a large, possibly cystic, pituitary lesion (fig 1) . The laboratory work-up showed a mild elevation of basal prolactin levels, 1.05 IU/l; evaluation of pituitary reserve showed normal thyrotrophin, luteinising hormone, and follicle stimulating hormone responses after stimulation. The α-subunit levels were 0.1 mIU/ml. Mild bilateral superior constriction was found on Goldman visual field examination. There were no findings suggestive of sarcoidosis (normal chest radiography, normal serum angiotensin converting enzyme levels).
(1) What is the differential diagnosis for this patient?
(2) Which specific work-up should the follow up include? A 48 year old man presented with cough, purulent sputum production, wheeze, and reduced exercise capacity. He described rapid weight loss of 9 kg over six months, associated with night sweats. He denied chest pain or haemoptysis. He had a 30 pack year cigarette habit and previously worked as a glazier.
Ulcerative colitis had been diagnosed 25 years previously, with rapid disease progression despite sulphasalazine treatment. This resulted in a panproctocolectomy the next year with a postoperative period complicated by a subphrenic abscess and wound dehiscence. There was no recurrence of gastrointestinal symptoms.
On examination he was cachectic with finger clubbing. There was a low grade pyrexia and functioning ileostomy. Chest auscultation revealed scattered coarse rales.
The neutrophil count was 16.5 × 10 9 /l, the C reactive protein was 121 mg/l, and the erythrocyte sedimentation rate was 70 mm/hour. IgE was 154 U/l (normal <100), autoantibody screen was negative, and p-antineutrophil cytoplasmic antibody (ANCA) was borderline positive with MPO-ANCA titre 27 EU/ml. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
